Antibiotic prophylaxis of endocarditis - Authors' reply by Chambers, J. et al.
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Sir 
We thank Million et al who argue against antibiotic prophylaxis (AP) for all patients 
having dental procedures.  However our point was significantly different.  We wrote 
to support AP only in patients at high risk of infective endocarditis (IE) (principally 
with prosthetic valves or prior IE) having high-risk dental procedures (principally 
extractions and scaling).   
Two of the studies used to construct 0LOOLRQHWDO¶Vfigure included only patients with 
native valve disease while the third included 24% prosthetic valves.   The quoted 
efficacy for AP was 46%, 49% (1) and 91%.  This is slightly at variance with Million et 
al. because van der Meer (1) found an OR for first-time endocarditis of 0.51 and for 
recurrent endocarditis of 2.13.  Van der Meer et al used the first figure (1) while 
Million et al chose the second.  Studies of prosthetic valves report better efficacy.  
Duval et al (2) showed a 1/10,700 incidence of IE in patients with prosthetic valves 
having unprotected dental procedures compared with only 1/149,000 in patients with 
prosthetic or native valve disease protected by AP.  Horstkotte (3) showed no cases 
in 229 patients with prosthetic valves protected by AP compared with 2 in 117 having 
unprotected dental procedures. 
We disagree that bacteraemia with oral Streptococci (OVS) is common before 
extractions.  Approximately 2% have positive cultures before extraction compared 
with up to 65% immediately after extraction (5).  Infective endocarditis with OVS is 
consistently reported up to 30 days after extractions and deep scaling (1,3).   
It is simplistic to believe that IE from OVS is caused either by poor dental hygiene or 
dental procedures as if these were mutually exclusive.  There is good evidence for 
both.  Dental surveillance and attention to hygiene might be expected to reduce the 
incidence of IE as a result of poor hygiene as suggested by Million et al based on the 
paper of Strom et al (5).  However this study also showed a significant association 
between IE and dental extractions (P=0.03)(5).  AP is needed to target those smaller 
number of cases caused by invasive dental procedures. 
There is no evidence to show that withholding AP is safe in high-risk patients, rather 
the contrary.  We therefore disagree with Million et al that the NICE stance is 
evidence-based and instead favour guidance produced on behalf of the American 
Heart Association and European Society of Cardiology by clinicians familiar with the 
complexities of this disease.   
 
John Chambers, Martin Thornhill, David Shanson, Bernard Prendergast 
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